Incorrect Blood Component
Transfused (IBCT)
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Overview of reports where an incorrect blood
component was transfused in 2022 (n=296)

Incorrect blood component transfused n=296

Laboratory 51.4%, 152
Wrong component transfused Specific requirements not met
n=87 (29.4%) n=209 (70.6%)
Clinical 50.6%, 44 Clinical 47.8%, 100
Laboratory 49.4%, 43 Laboratory 52.2%, 109
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Total IBCT errors categorised by the step where the
error occurred in 2022 (n=296)

M Clinical IBCT-WCT B Laboratory IBCT-WCT
[] Clinical IBCT-SRNM [ Laboratory IBCT-SRNM

Request 88

Sample taking

Sample receipt and registration

Testing

Component selection M

Component labelling, availability
and handling and storage error

Collection

Miscellaneous 2]

0 10 20 30 40 50 60 70 80 90 100

IBCT-SRNM-=incorrect blood component transfused-specific requirements not met; IBCT-WCT=IBCT-wrong component transfused
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ABO-incompatible cases reported in 2022 (n=6)

ABOi red cells

Group Bto O

Collection error
(clinical)

Death

Case 1

ABOi red cells

Group Bto O

Administration error
(clinical)

No clinical reaction

Case 4

ABQOi=ABO-incompatible; FFP=fresh frozen plasma. Note: case numbers refer to the cases in Table 9.1
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ABOi red cells

Group Ato O

Collection error
(clinical)

Death

Case 2

ABOi red cells

Group Bto A

Sample-taking error
(clinical)

No clinical reaction

Case 5

ABOi red cells

Group Bto O

Administration error
(clinical)

Major morbidity

Case 3

ABOi FFP

Group O to A

Component selection
(laboratory)

No clinical reaction
Case 6
== ==

(™ o
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ABO-incompatible (ABQi) transfusions and events
that had the potential to lead to ABOi in 2022

Near miss IBCT-WCT (89)

Wrong patient and wrong group cases

Near miss WBIT samples (890)

ABOI=ABO-incompatible; IBCT-WCT=incorrect blood component transfused-wrong component transfused; WBIT=wrong blood in tube
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Categorisation of clinical IBCT-WCT errors by transfusion step
where the primary error occurred in 2022 (n=44)

0 A 8 12 16 20 24
Request M Wrong group
B Wrong patient
B Wrong component
Sample taking

Prescription

Administration

Copyright SHOT 2023



Clinical IBCT-SRNM errors and transfusion step where the
primary error occurred in 2022 (n=100)

Not irradiated

Not phenotyped antigen-negative
Not CMV-screened

Blood warmer not used

Miscellaneous

Inappropriate electronic issue

B Sample taking
B Request
Not HLA-matched O Prescription
B Collection
D-paositive to patient of B Administration
childbearing potential
0 10 20 30 40 50 60 70 80

CMV=cytomegalovirus; HLA=human leucocyte antigen
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Laboratory IBCT-WCT errors by transfusion step in 2022
(n=43)

Sample receipt and registration
Testing

Component selection

Component labelling, availability,
handling and storage

Miscellaneous

B Wrong group [l Wrong patient [ Wrong component B Crossmatch-incompatible
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Laboratory IBCT-WCT error by category in 2022 (n=43)

Wrong ABO/D to
transplant recipient

D-mismatch
ABO-compatible
Wrong component type

Crossmatch-incompatible
Adult unit to neonate

ABO-incompatible

Bl Wrong group @ Wrong patient [ Wrong component [l Crossmatch-incompatible
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Laboratory IBCT-SRNM errors by transfusion step in 2022
(n=109)

Incorrect phenotype 2 | 10 —
Incomplete testing |1 | 21 |
Inappropriate EI |1 | 17 |
Not irradiated 2 12 P
Sample not valid 8 n

Not K-negative [ ] Sample receipt
and registration

[ Testing
B Component selection

B Component labelling,
availability, handling
and storage

B Miscellaneous

Not HLA-matched

Not CMV-screened

Not HBS-negative

Washed components

10 15 20 25 30

El=electronic issue; HLA=human leucocyte antigen, CMV=cytomegalovirus
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Laboratory IBCT-SRNM component selection errors in 2022
(n=41)

14 M Incorrect phenotype
12 M Not irradiated

6 M Not K-negative
4[] Not CMV-screened
4 [ Not HLA-matched

1 [ Not HBS-negative

Component
selection
errors

n=41

CMV=cytomegalovirus, HLA=human leucocyte antigen
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Near miss IBCT-WCT reported to SHOT in 2022 (n=115)

Wrong patient

Wrong component

Wrong group

B Laboratory
M Clinical

Crossmatch-incompatible 1
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Near miss IBCT-SRNM reported to SHOT in 2022 (n=52)

Not irradiated 22
Incomplete testing 5
Incorrect phenotype [ 3
Washed components [ 2

Not K-negative [ 2

Not CMV-screened [ 2

Invalid sample [ 1 B Laboratory
M Clinical
Inappropriate EI [ 1
0 5 10 15 20 25
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Pause and check pre-administration

Pre-administration checks - PAUSE!

Patient identification
Do the patient details match on ID band/patient statement/authorisation and component label?

Authorisation
Does it state the component type required, any specific requirements, the rate and volume.
Is the date correct and authorisation signed?

Unit

Is it the correct component? Does the donor number on the traceability label and component match?
Have traceability requirements been met? Has the unit had a visible check (clumps/leaks).

Does it meet all specific requirements?

Speak up!
Are there any discrepancies? If yes seek urgent advice and do not commence the transfusion.

Expiry
Is the unit in date and will it finish by midnight of the expiry date?
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Overview of reports where an incorrect blood
component was transfused in 2021 n=266

Incorrect blood component transfused n=266

Laboratory 55.3%, 147
Wrong component transfused Specific requirements not met
n=93 (35.0%) n=173 (65.0%)
Clinical 43.0%, 40 Clinical 45.7%, 79
Laboratory 57.0%, 53 Laboratory 54.3%, 94
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Total IBCT errors categorised by the step where the
error occurred n=266

Request
Sample receipt and registration
Testing

Component selection

Component labelling, availability
and HSE

Collection

Prescription
Administration g B IBCT-SRNM
B BCT-WCT
Miscellaneous c

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors
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Categorisation of clinical IBCT-WCT errors by transfusion
step where the primary error occurred (n=40)

0 4 8 12 16 20 24

B Wrong patient

B Wrong component

Prescription

Collection

Administration

]|
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Clinical IBCT-SRNM errors and transfusion step where the
primary error occurred (n=79)

B Request

[ Prescription
B Collection

B Administration
E Miscellaneous

Miscellaneous

Not HLA-matched

K-positive to patient of
childbearing potential

=X n =N
w
—h
—

Not phenotyped antigen-negative

Not irradiated

Not CMV-screened

Blood warmer not used

] -
—
(=]

(@]

10 20 30 40 50 60

HLA=human leucocyte antigen; CMV=cytomegalovirus
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Laboratory WCT errors by transfusion step (n=53)

Sample receipt and registration

Testing

Component selection 30 P 1

Component labelling, availability,
handling and storage

Bl Wrong group [ Wrong patient [ Wrong component
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Laboratory WCT errors by category (n=53)

Adult unit to neonate _
wrong component type | NI
o e
transplant recipient
D-mismatch [
ABO-compatible

ABO-incompatible

Crossmatch-incompatible

Il Wrong group [l Wrong patient [ Wrong component [l Crossmatch incompatible
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Laboratory errors resulting in SRNM (n=94)

Blood warmer not used
[] Sample receipt

Washed components and reg|stratlon
Inappropriate EI [1 ] 14 | O] Testing
B Component selection
Incomplete testing 15 il Component labelling,

availability, handling
and storage

Sample not valid [1 ] 6 |

Not K-negative

8 |
Not irradiated [ 2 G N W
Incorrect phenotype 7

Not HLA-matched

Not CMV-screened

Miscellaneous
15 20 25

o
(&)}
.
o

Footnote: Where the blood warmer was not used, transfusion laboratory knew patient had cold agglutinins and would normally add a sticker to unit if warmer is needed. Clinical staff should have been informed before
collection of unit as they would need to source warmer pre transfusion El=electronic issue; HLA=human leucocyte antigen; CMV=cytomegalovirus

Incidents have been grouped based on the specific requirement that has not been met
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Overview of reports where an incorrect blood
component was transfused in 2020 n=323

IBCT-WCT n=87 (26.9%) IBCT-SRNM n=236 (73.1%)

Clinical 43, 49.4% Clinical 106, 44.7%

130,55.3%
Laboratory 44, 50.6% Laboratory

IBCT-WCT=incorrect biood component transfused-wrong component transfused; IBCT-SRNM=/BCT-specific requirements not met
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Overview of reports where an incorrect blood
component was transfused in 2019 n=329

- N
Incorrect blood component transfused n=329 (100%)

ciinical [ 131 (39.8%)

\ 4

« h 4 N

Wrong component Specific requirements
transfused n=70 not met n=259

B 20 (41.4%) D 102 (39.4%)
P
\

L y
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Total incorrect blood component transfused errors categorised
by the step where the error occurred in 2020 n=323

Request 91

Sample taking

Sample reciept and registration
Testing

Component selection

Component labelling, availability and HSE

Collection

B IBCT-SRNM

Prescription B IBCT-WCT

Administration

Miscellaneous

IBCT-WCT=incorrect blood component transfused-wrong component transfused, IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors
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Clinical ABO-incompatible red cell cases in 2020 n=7

ABOi red cells ABOQi red cells ABOi red cells

GroupAto B Group AB to O Group Ato O
Administration error Collection error Collection error
No clinical reaction Minor/moderate morbidity Minor/moderate morbidity

Case 1 Case 2 Case 3

ABOi red cells ABOQOi red cells ABOi red cells ABOi red cells

Group Ato O Group Ato O Group Ato O Group Ato O
Administration error Administration error Administration error Administration error
No clinical reaction Major morbidity Minor/moderate morbidity No clinical reaction

Case 4 Case 5 Case 6 Case 7
(Case study 10.1) (Case study 10.2)

ABOi=ABO-incompatible

Note: case numbers refer to the cases in Table 10.1
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Laboratory ABO-incompatible cases in 2020 n=2

ABOi CCP ABOi FFP
Group Oto A Group O to A
Component selection Component selection
LIMS flags LIMS flags
Case 8 Case 9

ABOIi=ABO-incompatible; CCP=COVID-19 convalescent plasma, FFP=fresh frozen plasma; LIMS=Ilaboratory information management system

Note: case humbers refer to the cases in Table 10.1
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Categorisation of clinical WCT errors by transfusion
step where the primary error occurred in 2020 n=43

0 2 4 6 8 10 12 14 16

Request I N T

Sample taking

Prescription [

Collection I T S S
... [ 2
Fn-

Administration

Miscellaneous

B Wrong group M Wrong patient B Wrong component

Note: ‘Miscellaneous’ cases include: a WBIT where the patient was clerked with another patient’s details,
an adult unit administered to a neonate where this was a conscious decision made by the doctor due to volume requirements, .
a patient who was wearing another patient’s ID band, and patient details on a compatibility label manually changed by clinical staff
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Categorisation of clinical WCT errors by sub-
category in 2020 n=43

ABO-incompatible —
ABO-compatidle | T .
WBIT
D-mismatch
Wrong ABO to transplant recipient
I

Wrong component type

Adult unit to neonate

M Wrong group I Wrong patient B Wrong component

Note: Wrong blood in tube (WBIT) events which resulted in ABO/D compatible blood transfusions
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Clinical errors resulting in IBCT-SRNM categorised by patient
impact and stage the error occurred in 2020 n=106

Other i

Not antigen-negative

Not irradiated 73 n1 2
Not screened for “
cytomegalovirus

Blood warmer not used Fﬁ

0 10 20 30 40 50 60 70 80

B Collecton W Administration W Miscellaneous

[ Sample M Request [] Prescription
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Laboratory WCT errors by transfusion step where the primary
error occurred in 2020 n=44

Sample receipt and registration

Component selection 18 16 I

Component labelling, availability,
handling and storage

B Wrong group I Wrong patient B Wrong component  [[] Crossmatch incompatible
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Laboratory WCT errors by category in 2020 n=44

Adult unit to neonate “
Wrong component type
Wrong ABO/D to transplant recipient
D-mismatch [ NN
ABO-compatible | NG
ABO-incompatible
2]
F-

Crossmatch incompatible

Miscellaneous

M Wrong group [ Wrong patient B Wrong component  [[] Crossmatch incompatible

Note: Case classified as ‘Miscellaneous’ involved communication errors between the issuing laboratory and the laboratory who routinely treated this patient.
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Laboratory errors resulting in IBCT-SRNM in 2020 n=130

Inappropriate El [1] 22 |
Incomplete testing [1] 38 1]
Sample not valid | 2 | 9 1]
[] Sample receipt and registration
Not pathogen-inactivated [JE [] Testing

B Component selection

Not K-negative ,
J B Miscellaneous

Notirradiated | 4  [NCRNNEY
Incorrect phenotype 6 | 4 R

Not HLA-matched

Not CMV-screened [NENEGEEI

Miscellaneous

0 5 10 15 20 25 30 35 40

CMV=cytomegalovirus; HLA=human leucocyte antigen
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Laboratory near miss IBCT-WCT events categorised by
error and step in the transfusion process in 2020 n=23

Wrong component

||

Wrong patient

Wrong ABO/D to transplant patient B Component selection

B Component labelling,
availability and HSE

D-mismatch

Wrong group

ABO-incompatible

I

(@]
N
=N
(@)
(00}

10

HSE = handling and storage errors
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Number of ABO-incompatible red cell
transfusions 1996-2019

13 14 [T . 12
10 10 10 N W0

Number of ABO-incompatible red cell transfusions

1996/1997/ 1998/ 1999/ 2000/ 2001/2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
1997 1998 1999 2000 2001 2002

Copyright SHOT 2023 SHOT



Total incorrect blood component transfused errors categorised
by the step where the error occurred in 2019 n=329

Request

Sample taking

Collection

Prescription

Administration

Sample receipt and registration

Testing

Component selection

Component labelling, availability and HSE

Miscellaneous

WCT=wrong component transfused; SRNM=specific requirements not met; HSE=handling and storage errors

Serious Hazards

Copyright SHOT 2023 of Transfusion



WCT errors categorised by urgency of request in 2019 n=70

60 00/0 60.0% M Routine n=42

. 17.1% @ Urgent n=12
Routine 14.3% I Emergency n=10
requests 8.6% M Unknown n=6
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ABO-incompatible red cell transfusions from 2010-2019

g B Error unable to be identified at administration step

s 12 . . e - .

2 B Error had potential to be identified at administration step
: 10

% Actions to improve bedside checks
(8]

b 8 K} 2015-2017 SHOT recommendation
o 3 to use a bedside checklist

% . , . 2017 DH CAS alert

& 2018 administration video released
& 4

(1] 7 6 L

< 5 5 1

o 2

3 5 3

£

2 0 [ ]

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

DH=Department of Health; CAS=central alerting system
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Clinical errors resulting in IBCT-WCT categorised by stage
the error occurred and patient impact 2019 n=29

Wrong ABO/D group to HSCT patient

B Request
B Sample
B Collection

WBIT — B Administration

ABO-incompatible red cells

[ Miscellaneous

D-mismatch

Wrong component
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Clinical errors resulting in IBCT-SRNM categorised by
patient impact and stage the error occurred in 2019 n=102

sD-FFP 1 B Request
[H Collection
Blood warmer  |E}] [] Prescription
B Administration
Incorrect phenotype I Miscellaneous

HLA-matched []1

CMV-screened
Irradiated 73 [ 9 [l

SD-FFP=solvent detergent fresh frozen plasma, HLA=human leucocyte antigen; CMV=cytomegalovirus
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Laboratory errors resulting in WCT in 2019 n=41

Miscellaneous | 1 [] Sample receipt and registration
[[] Testing
B Component selection

ABO-incompatible _

Wrong ABO/D to transplant patient 2

Wrong patient I-

N
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Laboratory errors resulting in SRNM in 2019 n=157

Inappropriate El

Incomplete testing 48 |

Sampling not valid
[] Sample receipt and registration

2] 4 |
(a5 Jl
Pathogen-inactivated ] Testing

Paediatric specification B Component selection
B Component labelling

[ Miscellaneous

K-negative

Irradiated 15 E 5 |

23 I TR

Incorrect phenotype

3 |
HLA-matched m

CMV-screened

Blood warmer

o
—
(@]

20 30 40 50 60

El=electronic issue; HLA=human leucocyte antigen; CMV=cytomegalovirus
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Overview of reports where an incorrect blood
component was transfused in 2018 n=272

e N
Incorrect blood component transfused n=272 (100%)

ciica (IR 12 ¢12%)

L J
a N O N
Wrong component Specific requirements
transfused n=78 not met n=194

B s20t1.0%) B so@12%)
- 46 (59.0%) _ 114 (58.8%)
N

RN /
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Clinical ABO-incompatible red cell transfusions in 2018 n=3

ABOi red cells

ABOi red cells ABOi red cells

Administration error Collection and
administration error

Administration error

Major morbidity Case 8.4
Case 8.5

Case 8.1

ABOIi=ABO-incompatible
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Laboratory ABO-incompatible transfusions in 2018 n=4

ABOQi red cells ABOi FFP ABOi ABOi FFP
Cryoprecipitate
Testing, Testing,
interpretation error interpretation erro - Component Component
selection selection
Major morbidity Case 8.7
) Case 8.8 ‘ Case 8.12
~ > P

Case 8.2

ABOi=ABO-incompatible; FFP=fresh frozen plasma
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Overview of reports of near miss IBCT in 2018 n=257

WCT

76

Clinical

SRNM

27

Clinical

Laboratory

WCT=wrong component transfused; SRNM=specific requirements not met

Laboratory
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Points in the transfusion process where the first mistake occurred (clinical
and laboratory) leading to near miss wrong component (WCT) or specific
requirements not being met (SRNM) in 2018 n=257

Bl SRNM
B WCT

Request

Sample taking

Sample receipt and registration

Testing

Component selection

Component labelling,
availability and HSE

Collection 49

Prescription
Administration

Miscellaneous

WCT=wrong component transfused, SRNM=specific requirements not met
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Transfusion process (nine steps)

RE) 1. REQUEST

2. SAMPLE TAKING

3. SAMPLE RECEIPT

w.f 4. TESTING

<

Critical

points

in the
laboratory

5. COMPONENT SELECTION

t

6. COMPONENT LABELLING

7. COMPONENT COLLECTION oortical

-~ ositive
atient

9, 8. PRESCRIPTION o essontial

i

9. ADMINISTRATION

Note: Once a decision to fransfuse is made, the authorisation or prescription may be written at variable times during this sequence, but
must be checked at the final stage.
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Points in the transfusion process where the first mistake occurred (clinical
and laboratory) leading to wrong component transfused (WCT) or specific
requirements not met (SRNM) in 2018 n=272

Sample taking H
Sample receipt and registration m
Component selection _
Component labelling, availability and HSE

Collection n : \é\/:[\-:_M

Prescription

Administration m

Miscellaneous

0 10 20 30 40 50 60 70 80 90

HSE=handling and storage errors
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Clinical errors resulting in wrong component transfused
in 2018 n=32

ABO-incompatible cryoprecipitate <+—————— |eaming Case 8.6 N Request

[ Sample

B Collection

B Administration
[ Miscellaneous

Wrong ABO/D group to HSCT patient

ABO-incompatible red cells

!I

WBIT

D-mismatch

Wrong component

wrong petert T

o
N
~
(@)}
oo
—
@)

12

HSCT=haemopoietic stem cell transplant; WBIT=wrong blood in tube

There were no prescription errors reported in 2018
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Clinical errors resulting in specific requirements not being
met in 2018 n=80

Sample validity B Request
[ Sample taking

SD-FFP o
B Administration

Blood warmer
Incorrect phenotype
HEV-screened
CMV-screened

Irradiated

0 10 20 30 40 50 60 70

SD-FFP=solvent detergent fresh frozen plasma; HEV=hepatitis E virus; CMV/=cytomegalovirus

There were no collection or prescription errors reported in 2018
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Laboratory errors resulting in wrong component
transfused in 2018 n=46

[] Sample receipt and registration B Component selection [ Miscellaneous
[] Testing B Component labelling

1 x red cells (major morbidity)
1 X cryoprecipitate
2 X FFP

ABO-incompatible In

Serological crossmatch-incompatible 2
childbearing potential,

no sensitisation reported
Wrong ABO/D to transplant patient 10 1 _

Wrong patient n

3 in women of
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Laboratory errors resulting in specific requirements not
being met in 2018 n=114

Suitable platelets | 3 [] [] Sample receipt and registration
Sampling errors |1 9 [] Testing
Solvent-detergent FFP [ B Component selection
Methylene-blue treated FFP I— B Component labelling
[ Miscellaneous

K-negative m
Irradiated 12 m
Incorrect phenotype 8 35 “]

HLA-matched 1 P I

CMV-screened | 4

Blood warmer n
0 10 20 30 40 50 60

FFP=fresh frozen plasma,; HLA=human leucocyte antigen;, CM\V/=cytomegalovirus
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Reduction in the number of SRNM primary request errors
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Summary of sampling cases 2018

Two separate cases involved a mix up of samples
(WBIT) between neonatal twins

One suspected historical case of WBIT led to a
D-mismatched transfusion

One case of a sample that was not labelled correctly in
the clinical area. The patient’s date of birth was written
in the ‘date taken’ box and ‘date of birth’ box. Not
noticed by the laboratory staff and blood was issued
and transfused using an invalid sample

WBIT=wrong blood in tube
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Sample receipt and registration errors with
outcome in 2018 n=79

Available historical record

1 major morbidity
(Case 8.3)
Missed information available

on the request form

B BCT events
B Near miss IBCT events

Demographic data entry error

IBCT=incorrect blood component transfused
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Testing errors with outcome in 2018 n=97

2 serological crossmatch
49 incompatible transfusions
2 near miss ABOI
transfusions

Procedural

1 ABQi red cell transfusion with major
morbidity and 1 ABOi FFP (Cases 8.2 & 8.7)

Bl IBCT events

B Near miss IBCT events
1 near miss ABQi transfusion

ABOI=ABO-incompatible; FFP=fresh frozen plasma
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Summary of wrong component type cases in 2018

Three cases of wrong ‘vellow’ (FFP, cryoprecipitate, platelets) components
collected and administered

Wrong Two cases of adult emergency red cell units collected and then
component administered to paediatric patients

typse One case of a red cell unit collected instead of platelets and administered
N=
One case of emergency O D-negative red cells collected instead of issued

O D-negative (group specific was not available)
One case of platelets collected instead of red cells and administered

FFP=fresh frozen plasma
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Three cases demonstrating transfusion to the
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wrong patient in 2018

Case 8.9: Use of a ‘dependent check’ at the administration step
leads to transfusion to the wrong patient

Wrong
patient

A ward sister confirmed the date of birth with the patient against the
identification band and prescription. A healthcare assistant (HCA) as the

n=9 2nd checker failed to check these details against the compatibility label.

A bedside checklist was not in use in this hospital.

Recommendations — Trust/Health Board to explore if the use of HCA as 2nd
checkers for blood administration is appropriate and consider the use of

electronic clinical systems

Case 8.10: Use of a ‘dependent check’
and failure to identify the patient at the
administration step leads to transfusion
of the wrong patient

Two registered nurses performed a dependent
check (one nurse checked the identification
band and the other nurse checked the blood
component and the prescription). They did not
positively identify the patient.

Both were competency-assessed and knew
they should perform the check using an
independent check. The event tock place in the
emergency department (ED), and was extremely
busy and a shortage of staff was noted

Case 8.11: Transfusion to the wrong patient
despite the use of an electronic system to
alert staff of an error

The wrong identification band was placed on a
child which was intended for another child that
was also due a transfusion that day.

The nurse took a unit of red cells to the child
wearing the wrong identification band.
Although there was an electronic prompt to
carry out a verbal positive identification check,
this did not take place. The electronic system
was unable to alert the nurse this was the
wrong patient because the unit matched the
wristband

aSy A = = Serious Ha;ards
of Transfusion




Overview of reports where an incorrect blood
component was transfused in 2017 n=307

e

Incorrect blood component transfused n=307 (100%)

\

cinicat [ ¢ 5%
Laboratory [N 158 (51.5%)
" /
« N o )
Wrong component Specific requirements
transfused n=82 not met n=225

- 47 (57.3%)

111 (49.3%)

B cero oo
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Reduction in the number of ABO-incompatible
red cell transfusions 2013-2017

2013 2014 2015 2016 2017
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ABO-incompatible red cell transfusion in 2017
n=1 (clinical error)

Patient group O+
Donor group A+

Administration

Case 10.2
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Unintentional ABO-incompatible platelet transfusions in 2017
n=2 (1 clinical, 1 laboratory error)

Patient group B+ Patient group A
- Donor group A- - Donor group O
| WBIT | Component
i "1 | selection /\
Case 10.3 Case 10.4

WBIT=wrong blood in tube
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ABO-incompatible FFP transfusions in 2017
n=4 (laboratory errors)

Patient group A+
Donor group O+

Sample receipt
and registration

Case 10.8
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Patient group A+
Donor group O+

Testing

Patient group B+
Donor group O+

Component
selection

Case 10.5

Patient group A+
Donor group O+

Component
selection

oSy A - Serious Haz'ards
of Transfusion



Points in the process where the first mistake occurred (clinical
and laboratory) leading to wrong component transfusion or
specific requirements not being met in 2017 n=307

Request
Sample taking
Sample receipt
Testing
Component selection
Component labelling
Collection

Prescription

Administration

Miscellaneous

0 20 40 60 80 100 120

WCT=wrong component transfused; SRNM=specific requirements not met

Serious Hazards
of Transfusion
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Clinical errors resulting in wrong component
transfused in 2017 n=35

B Request
B Sample taking

B Collection
ABO-incompatible red cells B Administration

d [] Miscellaneous

Wrong blood in tube n

D-mismatch

0 S 10 15 20 25
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Clinical errors leading to specific requirements not
being met in 2017 n=114

B Request

[] Prescription
B Administration
[] Miscellaneous

Blood warmer

Mutliple missed requirements
e.g irradiated & HEV-screened

Incorrect phenotype

2
B
1
HEV-screened “]/
KN

CMV-screened

raciated “}/

HEV=hepatitis E virus; CMV=cytomegalovirus
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Laboratory errors resulting in wrong component
transfused in 2017 n=47

[] Sample receipt and registration
[] Testing

ABO-incompatible platelets h B Component selection

i B Collection

ABO non-identical 2 [] Miscellaneous

Wrong patient | 1

wrong comporert T N

ABO-incompatiole FFP | 1 | 1 [IEIIN

Wrong ABO/D to HSCT patient 5 1 —I

FFP=fresh frozen plasma,; HSCT=haemopoietic stem cell transplant
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Laboratory errors leading to specific requirements
not being met in 2017 n=111

[] Sample receipt and registration
[] Testing
Il Component selection

Blood warmer
Washed platelets

K-negative B Component labelling
[ ] Miscellaneous

HEV-screened

Incorrect phenotype | 5 | 57 ﬂ 5 |

Methylene-blue treated  TIERN
Iradiated | 6 [l
HLA-matched

CMV-screened

Sampling errors

Bi

Uil
Apheresis platelets  [{f]

2 6 |

0 10 20 30 40 50 60 70 80

HEV=hepatitis E virus; HLA=human leucocyte antigen;, CMV=cytomegalovirus
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PRE-TRANSFUSION ADMINISTRATION ABO D BLOOD GROUP CHECK

Group O FFP/ Octaplas / Cryoprecipitate
MUST only be administered to Group O Patients

Compatibility of plasma components differs from red cells

Exa I I l p I e Of b I OOd When performing the pre-transfusion bedside check, you must check the blood

component (Red Cells, Fresh Frozen Plasma, Octaplas, Cryoprecipitate, or

grou p Com pati bi I ity Platelets) is compatible.
If the blood component blood group is not the same as the blood group of the
patient, you must check the compatibility table below or contact the

C h a rt fo r u Se at t h e transfusion laboratory if unsure (STH ext 84774, Guy's ext 82766, bleep 0201).
b e d S I d e This check is only one part of the full bedside pre-transfusion
V4
checks — see overleaf
Guys and St

. Compatible
Th oma S' h oS ita I Pa;'i'l’; ::0 Compatible | FRESH FROZEN PLASMA ~ Compatible
p - RED CELLS / OCTAPLAS / PLATELETS
group CRYOPRECIPITATE

NHS Foundation p—
Trust ) ) 0, A, B, AB 0, A, B, AB

A A0 A, AB, B* A, AB, B*, O*
B B,0 B, AB, A* B, AB, A*, O*
AB AB, A, B, 0 AB, A*, B* AB, A*, B*, O*

Pos or Pos or
P Not applicable
o8 Neg PRl Neg
Neg” Neg” Not applicable Neg”

Compatible blood groups are listed in order of preference
*|ssued when permitted due to component availability

#b positive red cells & platelets may be issued for D negative women over the age of 50yrs and D
negative males of any age according to availability and urgency of transfusion

Version 1.2 February 2018 Review Date: May 2018
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Most near miss IBCT were WBIT in 2017

B Request errors

[] Laboratory errors

Il Collection

B Administration

B Wrong blood in tube (WBIT)

WBIT

87.8%
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Cumulative comparison of near miss WBIT
and those leading to IBCT

900 — — 70
B Near miss WBIT
500 - H WBIT leading to IBCT 780 776 789
- 60
686
700
643 5
50 @
600 - o
[@)]
= 505 o 5
= 500 + 469 - 3
3 -
£ 386 )
- 400 + -30 =
2 ks
300 + g
L 20 E
=
200 -+ <
L 10
100 + 5 6
1 O | |
2010 2011 2012 2013 ' 2014 2015 2016 2017
Year
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Point in the process where a wrong blood in tube
(WBIT) incident was detected 2017

Sample receipt [] 97
4 Testing [] 688
97 Other [] 4
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Near misses that could have led to
IBCT-SRNM in 2017 n=121

Administration
(outside sample validity)
1, 0.8%

Component
selection

Failure to
request

46, 38.0%

24, 19.8%

Testing
26, 21.5%

Sample receipt

o Sample-taking error
22,18.2% 2.1.7%
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Overview of reports where an incorrect blood
component was transfused in 2016

% A
IBCT n=331 100%

Wrong component transfused n=78

Clinical

33 10.0%

Laboratory

VRN 15 6%

Specific requirement not met n=253
Clinical

128 38.7%
Laboratory

125 37.7%
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Incorrect blood component transfused 2012 to 2016

60 -

160 -
140 —o— WCT clinical
—e— WCT laboratory

1207 —e— SRNM dlinical
§_1OO —o— SRNM laboratory
O
% ---- Trend line
= 80 (SRNM laboratory)
£
=)
=

2012 2013 2014 2015 2016
Year of report
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Combination of errors resulting in D-incompatible exchange
transfusion

Laboratory error and poor communication

Mother: anti-D and anti-C
detected at 17 weeks gestation
Advised close follow-up with titres
Monitored in tertiary centre

]
Given the WRONG BLOOD
O D-pos (incompatible with maternal
antibodies), should be O D-neg

Baby: induced delivery at 36 weeks in local Policies not followed:

centre: hyperbilirubinaemia, Group O D-pos Day 3: Verbal requests for urgent
NICU staff were not aware of this baby prior blood for exchange

to delivery; not discussed in obstetric high 2 BMS did not look at maternal
risk meeting results so provided wrong group

The baby required repeat exchange transfusion with O D-negative on day 6
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ABO-incompatible red cell transfusions in 2016

N NN
J ) J ()
» » L]

Patient group O+ Patient group O+ ' Patient group B+
Donor group A+ Donor group A+ Donor group A+

Wrong blood Wrong blood Collection &
in tube in tube administration

Major morbidity Major morbidity
Case 10.3 Case 104 Case 10.5
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Incompatible FFP transfusions n=2 (O to A)
and mismatched n=1in 2016

Patient group A Patient group AB Patient group A
Donor group O Donor group A Donor group O
Component Component Sample receipt
selection error selection error and registration
error
Case 10.6

SHOT ==



Most near misses were WBIT in 2016

B wBIT

[0 Administration
l Collection

[] Laboratory errors

B Request error
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Point in the process where a wrong blood in tube incident
was detected® in 2016

Sample receipt Il 115

Testing Il 656
Collection [l 1
Other [] 4

Testing

384.5%

“includes 1T WBIT incident that could have led to avoidable transfusions and is included in Chapter 11b, Avoidable transfusion
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Near misses that could have led to IBCT-SRNM
n=121in 2016

Failure to
Component request

selection
36, 29.8%
42, 34.7%

Sample receipt

[ 23, 19.0%

20, 16.5%
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Errors where the wrong component was transfused or specific
requirements were not met in the transfusion process n=331in 2016

1201 B SRNM
B WCT

100 7
%) 80 7
T
o
ol
£ 123
o 60
)
o
€
=1
= 407

23
20 1 1
; e -
0 T — T N T T T S T \ \ | .
& (3‘90@ o8 R RS é\\oo-’ PO Q@Q 5 o
P & @ <K@ of & @ (_OC){\ e &
N & &7 & Q¥ & &
@ P QO(\Q’ ((\QO(\ NS JQe
s &

Critical steps in the transfusion process
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Clinical errors resulting in wrong component transfused
n=33in 2016

Wrong pa“e“t_ | Request

B Sample taking

B Collection
Wrong ABO/D to HSCT patient n 2 B Administration

T [ ] Miscellaneous
D-mismatch _
ABO non-identical n 2

ABO-identical n

WCT category of clinical error
|

Wrong component | 11 1 I

ABO-incompatible red cells _

0 5 10 15

Number of reports

Copyright SHOT 2023 SHOT




Clinical errors leading to specific requirements not being
met n=128 in 2016

Blood warmer—b B Request
B Collection

B Administration
[ ] Miscellaneous

Mutliple missed requirements n
e.g irradiated & HEV

HLA-matched red cells

Incorrect phenotype 10 ﬂ

HEV-screened 29

CMV-negative

radiated
T T I

20 40 60
Number of reports

SRNM category of clinical error

(@)
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Laboratory errors resulting in wrong component transfused
n=45in 2016

Sampling errors 2

Wrong ABO/D to HSCT patient 5 | 2 n 3 ‘
D-mismatch 5 I |
ABQO non-identical 2 | 1

WCT category of laboratory error

ABO-identical | 1[I
wrong component | 1 [T [ Sample receipt and registration
1 [] Testing
ABO-incompatiole FFP [ 1 [IIEIIN B Component selection

I B Component labelling
Serological crossmatch incompatibIeF [] Miscellaneous
0

T T T T T T T

2 4 6 8 10 12 14
Number of reports

*Sampling errors associated with 2-sample rule or invalid sample when performing ABO/D grouping
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Laboratory errors resulting in specific requirements not
being met n=125in 2016

Blood warmerh [J Sample receipt and registration
[J Testing

B Component selection

§ B Component labelling

7]
Methylene-blue treated m [ ] Miscellaneous
2 [EN]

Sampling errors

K-negative

| 46 3 3 K4

Incorrect phenotype

9
HEV-screened 6 “
2]

SRNM category of laboratory error

CMV-negative

Irradiated 17 nﬂ

T T T
0 20 40 60
Number of reports
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Indications for specific Requirements included on an aide memoire
card, the Therapeutic Apheresis Service, NHS Blood and Transplant

NHS!

Blood and Transplant
Before each unit is transfused, ensure you check If the patient

requires:

*

&
*%

I I‘I’ad | ated C Om pO n entS (Pre HSC donation or transplant- allo donor 14 days pre and during harvest, allo recipient from

conditioning and post HSC transplant on GvHD prophylaxis, auto within 7 days harvest and from conditioning to 3 months post transplant or 6 months
if TBI, HLA products, neonates post IUT, Hodgkin's Disease, Aplastic anaemia on ATG (rabbit) or for HSC, Live liver and renal donors 7 days pre and
during transplant. Patients who have received: Fludarabine, cladribine, nelarabine, bendamustine, deoxycoformycin, clofarabine, alemtuzumab,
chlorodeoxyadenosin, ATG, ALG, alemtuzumab/campath, muromonab, SCID, DiGeorge syndrome and Wiskott Aldrich syndrome)

<+ CMV N eg ative Com pon €NtS (Neonate up to 28 days post delivery, pregnancy)
** H bS N eg atlve C O m pOﬂ e ntS (Sickle Cell Disease (SCD), Neonates )
* Kel I N eg atlve COmpon entS (Women of childbearing potential)

*%* H EV N eg atlve C O m pO n entS(a months pre planned SOT or date of listing, post SOT on immunosuppressants,

acute leukaemia unless/until not for HSC, 3mths pre allo HSC to 6 mths post or while immunosuppressed, Extra corporeal procedures for above
indications)

A4 ngh Titre Negative Components (A, B or AB patients receiving O component and AB receiving A of B)

% Methylene Blue/ Solvent Detergent Components vonaterotose)
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Indications for specific
requirements provided on
the reverse of the
transfusion prescription
chart, The Christie,
Manchester

Copyright SHOT 2023

¢

The Christie WM

NHS Foundation Trust

DOES YOUR PATIENT NEED BLOOD PRODUCTS WITH
SPECIAL REQUIREMENTS?

Autologous Bone Marrow Transplant/
Peripheral Blood Stem Cells

Yes
Continue for 6 months
post BMT/PBSC
Or lifelong if had
purine analogue

7 days before stem
cell harvest
7 days before
transplant

Itis not necessary to
irradiate fresh frozen
plasma or cryoprecipitate

All patients requiring

chemotherapy irradiated blood products
- must be given an
Allogenic Bone Marrow Transplant/ Yes 7 days before . h
Peripheral Blood Stem Cells conditioning for | infermation leaflet and
transplant card which they must
carry at all times in case
Hodgkin's Disease Yes From diagnosis - they require blood
indefinitely products at another
hospital. These are
Has received Purine Analogue Yes From start of available in your ward
Chemotherapy i.e. Fludarabine, Chemotherapy - area, the transfusion lab
Cladribine, Bendamustine and indefinitely or fn':m the Transfusion
Deoxycoformycin, Clofarabine Practitioner
Has received Alemtuzumab Yes From start of Discuss with attending
. (MabCampath), Chemotherapy - | Haematology consultant
Antithymocyte Globulin (ATG) and indefinitely when required.
Antilymphocyte Globulin (ALG)

New Leukaemia Patients o, Pregnant patients must
unless fall receive CMV - products
into any of
the above

From diagnosis - until

New Leukaemia Patients Yes LS9
a decision is made
not to transplant
Allogenic Bone Marrow Transplant/ Yes 3 months prior and
Peripheral Blood Stem Cells 6 months post.
transplant - until
patient is no longer
immunosuppressed
Patients awaiting solid organ transplant Yes 3 months prior to
9 4 P transplant or the date
listed for transplant
Patients who have had solid organ Yes ~ Until stopping
transplant immunosuppressants
Extra corporeal procedures Yes Dialysis, extra

corporeal circulatory
support is included
if within above
indications

All patients requiring
HEV negative blood
products must be given
an information leaflet.
These are available in
your ward area, the
transfusion lab or from
the Transfusion
Practitioner.

Any questions contact: Consultant Haematologist
Transfusion Laboratory 0161 446 3287 Transfusion Practitioner 0161 446 3055

The Hospital Transfusion Team 2016

aQy, I [ 4 Serious Hazards
of Transfusion




